The patient, a 72 year old woman, was admitted to Addenbrooke's Hospital in July 1971 having had a An upper cervical laminectomy was carried out and the dura mater opened to show a hard oval tumour 2 cm in length which was removed together with its dural attachment. The subcutaneous nodule overlying the left scapula was also excised.
Histological examination of the spinal tumour showed a psammomatous meningioma invaded by secondary carcinoma (Fig. 2) . The dura mater was infiltrated by tumour of similar appearances and the subcutaneous nodule also showed the same pattern of secondary carcinoma.
Postoperatively (Willis, 1952 (Willis, , 1967 ).
In the case described above, it is most likely that the meningioma was implanted with metastatic carcinoma, the meningioma having been present for longer. Alternatively, the carcinoma may have 'induced' the meningioma or caused it to grow more rapidly and produce symptoms. There are several reports in the literature of an intracranial meningioma found in association with a glioma elsewhere in the brain (Kirschbaum, 1945; Hoffmann, 1952) and of variable degrees of glial reaction to an intracranial meningioma including induction of a mixed tumour type with appearances resembling glioblastoma multiforme (Rubinstein, 1956) . Immunological factors are unlikely to be involved. Although the early work of transplanting experimental tumours in animals raised hopes because of the tumour rejection that was seen, it soon became evident that such rejection was a highly specific reaction. Foley (1953) showed that mice with chemically induced mammary carcinoma were resistant only to the same tumour and not to other spontaneous carcinomas.
Because of the rarity of this case, however, the recurrence of a metastatic breast carcinoma involving a spinal meningioma is probably coincidental. 
